Proliferative diabetic retinopathy (PDR) is characterised by outgrowth of new blood vessels and fibroblasts into the scaffold provided by attached cortical vitreous gel. The blinding sequelae of PDR -namely, retinal detachment and vitreous haemorrhage-result either from contraction of such fibrovascular epiretinal membranes (ERMs) or from avulsion of the edges of the membranes during posterior vitreous detachment (PVD) with retinal break formation or rupture of new vessels. The twin strategies underlying the surgical treatment of PDR complications are, firstly, reduction in the stimulus to vasoproliferation (for example, by means of scatter endophotocoagulation of ischaemic retina'), and secondly removal of postbasal vitreous cortex together with any fibrovascular tissue contained therein.2 Technical difficulties may arise, however, if the fibrovascular ERMs are excessively adherent or if the vitreous cortex remains extensively attached to the retina."4 Stenkula and Tornquist described methods of elevating ERMs from the retina using sodium hyaluronate.'
The purpose of this paper is to report our experience of using viscous fluids to separate cortical vitreous and ERMs from the retinal surface ('viscodelamination'6) during closed microsurgery for severe diabetic eye disease. methylcellulose in a 5 ml syringe was connected via flexible tubing to a 20 gauge cannula with a bent tip ('hockey stick'). After central vitrectomy by the standard three-port system popularised by Charles,7 1-3 ml of viscous fluid was injected between attached cortical vitreous gel and the retina via a pre-existing hiatus in an area of detached vitreous cortex or following creation of a 1 mm diameter hole in attached or detached cortex by means of a microvitreoretinal blade or the suction cutter (Fig. 2) . The infusion fluid which was thus displaced anteriorly sometimes escaped from the eye round the fibreoptic endoilluminating probe or injection cannula; alternatively, fluid returned up the infusion cannula and Viscodelamination was accompanied by limited blunt mechanical separation of vitreous cortex with the curved cannula. In some eyes further holes were made in the vitreous cortex to permit complete postbasal separation of the vitreous through 360°, while traction on persisting adhesions between the retina and the ERMs was minimised. Local circumcision of vitreoretinal adhesions or scissors segmentation or delamination of membranes was carried out during, and/or at the completion of, the retrohyaloid viscous injection, while the cortical vitreous 'cone' remained virtually intact.
With the suction cutter vitrectomy was then completed (including removal of ERMs within the viscoelevated posterior vitreous cortex), and most of the retrohyaloid viscous injectate was aspirated. However, bipolar diathermy of bleeding points often revealed a persistent viscous layer on the retinal surface as indicated by temporary pacification during diathermy. Thereafter further measures to stabilise the posterior segment included internal drainage of subretinal fluid, fluid/gas or fluid/silicone oil exchange (Figs. 3, 4) and focal or scatter endophotocoagulation. The viscous fluid was not used primarily to achieve internal closure of retinal breaks. In view of the potential risk of reparative epiretinal fibrosis it was considered especially important to remove all viscous fluid from eyes into which silicone oil was subsequently injected (16 eyes 
Results
In all but four eyes complete separation of nonvascularised postbasal vitreous cortex was achieved, so that after vitrectomy no connection persisted between any residual epiretinal fibrovascular tissue and the vitreous base. Indeed in most eyes no fibrovascular tissue remained except at the optic disc (Figs. 1-4 (Fig. 4) , and combined traction and rhegmatogenous retinal redetachment in nine eyes. In four of these nine eyes the presence of intravitreal silicone oil permitted 'rhegmatogenous confinement' of the detachment to an extramacular location, and all four had improved vision six months postoperatively. 2 Even if the vitreous cortex remains attached to the retina preoperatively, these fundamental objectives of diabetic vitrectomy can often be achieved using microscissors, microforceps, etc. Such mechanical vitreoretinal separation may be facilitated by cortical gel condensation or fibroglial invasion of the vitreous cortex, often accompanied by multiple focal areas of PVD.9 Nevertheless viscodelamination of vitreous cortex from the retina often permits more rapid accomplishment of these objectives and is especially useful for separating multiple, sparsely vascularised ERMs in the midperiphery of phakic eyes. It has proved most valuable in eyes with combined traction and rhegmatogenous retinal detachment (in which separation of extensive acellular cortical vitreous from detached, ischaemic, and atrophic retina would otherwise have presented technical difficulties- Figs. 1, 2) , and also in eyes with dense premacular retrohyaloid haemorrhage' 11 ( Fig. 3) 
